Objective This study investigates the impact of pediatricians' negative-word use on parents' affective quality and satisfaction judgements during the medical encounter. Methods In total, 68 medical consultations were videotaped and pediatricians' communication transcribed for analysis. We used the Linguistic Inquiry and Word Count application to measure the amount of negative words used by the pediatrician. Parents rated their momentary mood as well as their satisfaction at the end of the encounter. Results Pediatricians' negative-word use was negatively linked to parents' affect quality, but not with the satisfaction ratings after the medical visit. Although there was no direct effect, our results revealed an indirect effect of pediatricians' negative-word use on parents' satisfaction via parents' mood. Conclusions The results point to the negative impact that words used during the medical encounter can have on individuals in need of care. Consequently, this is relevant for clinical training and practice.
Introduction
Talk is at the core of the medical visit and, hence, physicians' communication skills are a crucial element in the encounter with patients. Researchers and practitioners alike advocate the importance and benefits of a patient-centered approach in the context of medical communication (Mead & Bower, 2000) . Focusing on the patient as person and putting the priority on the interpersonal facet of care has proven to have positive effects on proximal and distal patient outcomes (Roter & Hall, 2006) .
Physicians' communication takes a particular role in pediatric consultations because besides performing physical examinations of the child, parents remain pediatricians' primary conversational partners and talk is therefore the only medical practice occurring between these two parties. In this context, pediatricians' effective communication behaviors have been associated with parental satisfaction, adherence to treatment recommendations, and discussions of psychosocial concerns (Hart, Kelleher, Drotar, & Scholle, 2007; Hatcher & Richtsmeier, 1990; Jessee, Nagy, & Downs 2001; Magaret, Clark, Warden, Magnusson, & Hedges, 2002; Nobile & Drotar, 2003; Swedlund, Schumacher, Young, & Cox, 2012) . The medical encounter is sufficiently stressful to elicit a cortisol response in parents, and pediatricians' affective communication behavior was recently shown to attenuate parents' stress response (Gemmiti et al., 2016) . Features of such patient-centered communication are well defined and include, among others, behaviors like warmth, friendliness, empathy, and encouragement (Beck, Daughtridge, & Sloane, 2002; Bensing & Dronkers, 1992; Roter & Hall, 2006; Verheul, Sanders, & Bensing, 2010) . This perspective is rather global and does not give insight into specific communication elements that physicians can implement in their communications (Bensing, van Dulmen, & Tates, 2003; Burgers, Beukeboom, & Sparks, 2012; . More specific issues relate to the modalities through which medical talk is conveyed (Heritage & Maynard, 2006) .
Particularly, pediatricians' language use and how this is linked to parental outcomes is a promising target that has not received attention, so far. The few studies available point to positive and negative effects physicians' word use may exert on patients' perceptions and mood during medical interactions (Cyna & Lang, 2011; H€ auser, Hansen, & Enck, 2012; Heritage, Robinson, Elliott, Beckett, & Wilkes, 2007; Lang et al., 2000; Lang et al., 2005) . Specifically, physicians' negative-word use seems to have unfavorable effects on patients' proximal and distal outcomes. For example, physicians' communication in pediatric weight management often includes words like "obesity" and "overweight," and parents seem to prefer neutral language (Farnesi, Ball, & Newton, 2012) . In the adult patient population, physicians' use of words like "sting" or "burn" during medical procedures is related to patients' negative affect and experience of pain (Lang et al., 2000) . In another study, Heritage et al. (2007) varied the word "anything" (negative polarity) or "something" (positive polarity) in the question "Is there anything/something else you want to address in the visit today?". Using the word "something" increased patients' disclosure of unmet concerns to nearly 80% compared with the word "anything." Studies focusing on the delivery of bad news indicate that physicians prefer to use indirect language to soften the impact of their message (Del Vento, Bavelas, Healing, MacLean, & Kirk, 2009; Rodriguez, Gambino, Butow, Hagerty, & Arnold, 2007) . One strategy to mitigate the effects of information the patient receives and to appear polite is to use negations (e.g., "your lung function is not bad") instead of affirmations (e.g., "your lung function is good"; Beukeboom, 2014; Burgers et al., 2012) . Such negations are negatively perceived by patients, and associated with decreased adherence intentions and negative evaluations of the physician (Burgers et al., 2012) . These examples give an idea of the broad range of negative words that may be used by the physician during the medical visit. Furthermore, these may not only occur in negative messages, but as well in positively framed sentences meant to be compassionate and helpful (Lang et al., 2005) .
From the parents' perspective, talking with the pediatrician often involves stress and anxiety (Jessee et al., 2001) , which may alter the focus of information processing and influence the perception of the conveyed message. Specifically, stressful situations are known to deplete one's attentional resources (Chajut & Algom, 2003) and are associated with an attention bias toward threatening stimuli occurring at an early stage of preconscious information processing (Bar-Haim, Lamy, Pergamin, Bakermans-Kranenburg, & van IJzendoorn, 2007) . Translated into the pediatric context, parents experiencing stress and anxiety during the medical encounter would focus their attention on negative aspects of physicians' talk (Cyna & Lang, 2011; Eysenck, Derakshan, Santos, & Calvo, 2007; Hansen & Bejenke, 2010 , H€ auser et al., 2012 Mathews, 1990; Ridley & Clifford, 2006) . In addition to the attentional narrowing, selective attention also plays an important role in the regulation of mood, with attentional focus on negative stimuli favoring negative mood responses (Ellenbogen, 2005) . This occurs because the use of negative words may prime neural networks in individuals (Murphy & Zajonc, 1993) , resulting in more negative cognitions that adversely influence affect (Barsky, Saintfort, Rogers, & Borus, 2002; Kirsch, 2004) . Thus, words with negative emotional valence may generate negative affective reactions in parents, also referred to as the "nocebo response" in the health-care setting (Hahn, 1997; H€ auser et al., 2012) .
Affective states have been differentiated in two dimensions that respond differently to adverse stimuli (Clark & Watson, 1988) . On one side, negative affect is deemed emergency-driven and reactive in nature, and mainly associated with daily hassles and stressors. In contrast, positive affect is distributed rather evenly during the day with change occurring more slowly and typically covarying with the quality of ordinary social interactions (Watson, 2000) . In our context, the overall amount of negative words used by the pediatrician should not have the characteristics of strong adverse stimuli eliciting specific negative emotions in parents, but rather reflect general interaction quality and therefore relate to parents' unspecific positive mood state (Watson, 2000) .
Based on this reasoning, we expect pediatricians' negative-word use to negatively influence parents' positive mood during the medical consultation and posit the following:
H1: Pediatricians' negative-word use is negatively associated with parents' momentary positive affect.
Pediatricians' negative-word use is not only likely to impact parents' affective states, but may affect parents' level of satisfaction with the encounter, as well. Parental satisfaction with the medical visit is a key outcome in the health-care context (Levetown, 2008; Waisman et al., 2003) , and is associated with compliance and adherence to medical treatment (Ammentorp, Mainz, & Sabroe, 2005; Hatcher & Richtsmeier, 1990; Lewis, Scott, Pantell, & Wolf, 1986) . Many scholars agree that the concept of patient satisfaction is a subjective perception of the care received, consisting of a "cognitive evaluation of the service that is emotionally affected" (Gill & White, 2009, p. 10) . Thus, when patients perform an evaluation of the medical encounter, their momentary mood state contributes to their judgement, and this may constitute an explanatory aspect linking pediatricians' negative-word use to parental satisfaction (our line of thought concerning the influence of affective states on satisfaction relies on the theoretical framework of Affective Events Theory; for more see Weiss and Cropanzano, 1996) . Consequently, and in line with current views about the development of evaluative judgments (Bower, 1991; Lerner & Keltner, 2000; Scott & Judge, 2006) , differences in parents' satisfaction ratings regarding the medical visit may be explained to some degree by differences in affective states (Gill & White, 2009; Scott & Judge, 2006; Sixma, Spreeuwenberg, & van der Pasch, 1998) because an unpleasant experience may stimulate retrieval and activation of unpleasant information, and vice versa (Bower, 1991; Siemer & Reisenzein, 1998) . In our context, parents experiencing a decrease in their positive affect may give more negative evaluations about the medical interaction, in part because the activation of the respective neural networks makes negative information more readily accessible (Crow et al., 2002; Gill & White, 2009; Urden, 2002) .
Based on our argumentation, a part of the variation in satisfaction ratings may be related to pediatricians' negative-word use. Because we suppose that satisfaction ratings are partly influenced by affective states, the effect of pediatricians' negative-word use on parents' satisfaction may be transmitted through parents' momentary affect:
H2: There is a direct negative relation between pediatricians' negative-word use and parents' satisfaction ratings. Furthermore, pediatricians' negative-word use is indirectly related to parents' satisfaction ratings via its influence on parents' positive affect.
Method

Setting and Participants
This present study is part of a larger project addressing the relationship between specific pediatrician communication behaviors and proximal parental outcomes (for more details see Gemmiti et al., 2016) . Between October 2010 and November 2013, the first and third author recruited participants at pediatric out-patient and in-patient consultations in two different Swiss clinics. The number of participants required was determined by a power analysis. An expected medium effect size was derived from the literature on the variables of interest (Burgers et al., 2012; Petersen et al., 2014; Westermann, Spies, Stahl, & Hesse, 1996) . To detect such an effect, with a set to 0.05 (two-tailed) and a power range between 0.80 and 0.90, the optimal sample size varies between 55 and 73. In our study, 68 parents agreed to participate in total. The majority of the sample consisted of mothers (82.4%), and the average age was 33.4 years (SD ¼ 5.29). Concerning education, nearly the same number of parents had compulsory education ( 9 years of formal education; 29.4%), tertiary education (! 15 years of formal education; 29.4%), and secondary education (12 years of formal education; 25%; missing data, 16.2%), respectively. The age of children involved in the study ranged between 2 months and 15.6 years, and the reasons for treatment were diverse (e.g., asthma, fever, nutritional allergies, gastroenteritis).
In total, 19 pediatricians agreed to participate in the study and were mostly female (73.3%). The average age was 31.95 years (SD ¼ 6.74), and pediatricians differed as to their position (resident, 63.2%; senior physician, 19.1%; chief physician, 17.6%) and work experience (M ¼ 7.15 years, experience range: 0.5-28 years). On average, each physician saw four patients (SD ¼ 3.27, range: 1-10).
The parents were informed about the purpose and procedure of the study, as well as the videotaping of the consultation. After receiving informed consent from the parents, we asked them to complete a questionnaire containing socio-demographic information. To analyze the content of physicians' communication, the entire medical consultation was videotaped. The video camera was generally set up in a corner of the room facing the pediatrician, and the researcher stayed in the room during the whole consultation. At the end of the consultation, parents were asked to complete a questionnaire assessing their current mood and satisfaction with the medical visit.
Ethical Considerations
The Human Research Ethics Committees of the Canton of Vaud and Canton of Fribourg (Switzerland) have given approval for this study.
Instruments and Measures
Negative-Word Use We used the Linguistic Inquiry and Word Count (LIWC; Pennebaker, Chung, Ireland, Gonzales, & Booth, 2007) application to measure the amount of negatively connoted words used by the pediatricians during the medical encounter. The LIWC allows counting the words that are present in spoken or written text, and subsequently assigns the text to psychological dimensions. The LIWC has initially been developed to analyze the effects of individuals' expressive writing on their mental and physical health (Pennebaker & Francis, 1996) . It has rapidly found application in a variety of contexts such as personality research (Hirsh & Peterson, 2009) , relationship research (Ireland et al., 2011) , or social network analysis (Pfeil, Arjan, & Zaphiris, 2009) , and is increasingly used to analyze communication patterns in the health-care context (Bekker, Hewison, & Thornton, 2003; Sakai & Carpenter, 2011; Shields et al., 2010; Shields et al., 2013) . To capture the pediatrician's negativeword use, we analyzed the percentage of words that fell into the categories "negative emotion" (e.g., hurt, worried, sad), "inhibition" (e.g., block, constrain, stop), and "negations" (e.g., no, not, never) from the LIWC dictionary. Because the consultations were either held in French or German, the corresponding validated dictionaries were used for the analyses (Piolat, Booth, Chung, Davids, & Pennebaker, 2011; Wolf et al., 2008) .
Affect
Parents' affect was measured after the medical visit with two items from the Multidimensional Mood Questionnaire (Steyer et al., 1994) , asking for parents' positive affect (Right now I feel. . .content, Right now I feel. . .good). Each item was rated using a 5-point rating scale (ranging from "not at all" to "very much"). The internal consistency of the positive affect was .86.
Satisfaction
We used four items proposed by Roter and Hall (2006) to measure parents' satisfaction with the medical visit. The first two items asked about the humanness of the pediatrician (How satisfied are you with the respect accorded you by your doctor? How satisfied are you with how carefully your doctor listened to what you had to say?). The third item referred to the explanations (How satisfied are you with the explanations given to you by the physician?), and the fourth item to the answers given by the pediatrician (How satisfied are you with the answers you got to your questions?). A 6-point rating scale (ranging from "very unsatisfied" to "very satisfied") was used to rate parental satisfaction. The internal reliability for this scale reached .89 (Cronbach's alpha).
Covariates
We assessed the chronicity of the child's illness because this may explain differences in parents' affective wellbeing as well. For severe or chronic cases of illness, the literature reports higher impairments in parents' wellbeing, in terms of psychological distress and affective states, compared with parents of children with less severe or no illness (Boman, Viksten, Kogner, & Samuelsson, 2004; Last & Grootenhuis, 1998; Miller, Cohen, & Ritchey, 2002) . Parents gave information about the medical diagnosis of the child's illness before the medical interview. The third and fifth author classified the diagnosis according to their curability (0 ¼ curable, 1 ¼ not curable, 2 ¼ unclear if curable). Then, to get a dichotomized variable, we merged categories 1 and 2 together (0 ¼ curable, 1 ¼not/unclear if curable). Parental age is another variable that may affect parents' affective states. Younger parents are generally less experienced with childcare and this may accentuate their perception of illness threat, and consequently increase their distress and negative affect (Hansen, 1994) . Furthermore, they may also have higher expectations toward medical care that are unlikely to be met, resulting in lower satisfaction compared with older parents (Jaipaul & Rosenthal, 2003) .
Analytic Strategy
Because of the nonindependence in our data (each pediatrician saw a different selection of parents, and consequently parents are "nested" within pediatricians, i.e., a one-with-many design), we tested whether significant variance in the dependent variables was explained at the pediatrician level. We calculated the intraclass correlation coefficient (ICC) of the null model using HLM 7.01 (Raudenbush et al., 2011) . Estimation of the null model revealed an ICC(1) of .00 for both parental affect and satisfaction, which indicates that an individual level analysis is sufficient. We therefore applied a simple regression model including physicians' negative-word use as predictor, parents' satisfaction and parents' positive mood as direct and indirect outcomes. The chronicity of the child's illness as well as parents' age were introduced as covariates. We used Hayes' macro for SPSS called PROCESS (Hayes, 2013) , which allows estimations for direct and indirect effects, and has the advantage of applying bootstrapping methodology to generate bias-corrected confidence intervals for indirect effects.
Results
Descriptives and Correlations
The length of the medical visit was shorter in the inpatient consultation (M ¼ 10.54, SD ¼ 5.07, range: 3.20-23.52) as compared with the outpatient consultation (M ¼ 15.19, SD ¼ 4.94, range: 4-21.04; t ¼ À3.27, p < .01). On average, pediatricians used 5.28% negative words (SD ¼ 1.61, range: 1.73-9.33) in their spoken communication from the categories "negative emotions," "negations," and "inhibition." Parents' positive mood after the medical visit averaged 7.04 (SD ¼ 1.95, range: 2-10), and their mean satisfaction rating was 5.45 (SD ¼ 0.74, range: 1.5-6). Table I presents means, standard deviations, and correlations among study variables. As can be seen in Table I , controlling for illness chronicity of the child and parent's age were not significantly associated with any of our dependent measures, and are therefore not particularly denoted or discussed.
Hypotheses Testing
In our tested model, no evidence was found for the influence of pediatricians' negative-word use on parents' 
Discussion
Our study took a close look at the linguistic features of pediatricians' language and their influence on proximal parent outcomes in a real medical setting. Specifically, we analyzed pediatricians' negative-word use during pediatric consultations and its relationship with parents' affect and satisfaction ratings after the medical encounter. Our findings support the assumption that pediatricians' negative-word use is negatively related to parents' momentary affect after the consultation, and these changes link pediatricians' negativeword use to parents' satisfaction, ultimately.
Our first hypothesis posited an adverse relationship between pediatricians' negative-word use and parents' satisfaction with the medical visit, but our results only revealed a small effect that was not statistically significant. There are several explanations for this finding.
First of all, words with high negative emotional valence are susceptible to capture parents' attention (Farnesi et al., 2012 ), but may not occur frequently during an ordinary medical visits compared with visits involving medical procedures. Therefore, we did not limit our focus on such words, but rather tried to include the whole range of negative words used during the conversation, comprising negative words that may occur in a positively framed communication. These negative linguistic features are much more subtle and less readily detected and may operate below the threshold of conscious awareness, therefore relating more strongly to parents' affective experiences rather than to their satisfaction judgments. Thus, the subtlety of the phenomenon may account for this nonsignificant effect.
With regard to the quality of parents' affect, we did find a dampening association between pediatricians' negative-word use and parents' positive affect. Besides confirming existing research in this domain (Cyna & Lang, 2011; H€ auser et al., 2012; Lang et al., 2005) , this finding broadens our understanding of the impact of negative words on patient outcomes. Until now, specific negative word choices were known to trigger affective reactions in patients undergoing medical procedures (Lang et al., 2005) , but our study underlines the significance of an overall negative-word use for parents' affective experience during an ordinary medical visit. Albeit their important role, parents differ from patients, as their own physical integrity is not threatened, and to some extent, their involvement is limited to verbal interactions with the pediatrician at predefined moments. Nevertheless, we found parents' affect to be associated with pediatricians' negativeword use in a similar way as effects reported in previous studies, and this could indicate parents' high emotional involvement and resulting vulnerability when they have to talk to the pediatrician. Besides the interference of the child's illness with family-and work-related obligations, parents have to carry the related emotional burden (Hopia, Tomlinson, Paavilainen, & Astedt-Kurki, 2005; Jessee et al., 2001) . Furthermore, the medical consultation itself adds to parents' prior level of strain, and such accumulation of emotional demands may increase their susceptibility toward negative elements of the pediatricians' communication behavior. Hence, this may explain the negative relationship of pediatricians' overall negative-word use and parents' affective experience. We further investigated the relationship between parents' affective states and their satisfaction with the medical visit. In our sample, parents reporting higher positive affect also reported to be more satisfied with the medical interaction. This contributes to our knowledge about the determinants that account for variations in satisfaction ratings in health care. A considerable part of variance is on the patient level (Gill & White, 2009; Hekkert, Cihangir, Kleefstra, van den Berg, & Kool, 2009) , highlighting the importance of patients' expectations and experiences linked to the medical interaction. In our study, parents' positive affect accounted for variations in subsequent satisfaction ratings after the medical encounter. More interestingly, the level of affect related to pediatricians' negative-word use during the medical interaction. Thus, we provide evidence that pediatricians' communication behavior does explain variance in affect above and beyond preexisting individual differences. Furthermore, these communication-related differences in affect were related to differences in satisfaction ratings in line with our last hypothesis that posited an indirect effect of pediatricians' negativeword use on parents' satisfaction. In other words, parents' positive affect was negatively related to the negative words the pediatrician used during the consultations, and this in turn explained variation in their satisfaction with the medical visit.
In light of our findings, physicians' word use plays an important role during the medical interaction. In our sample, the use of negative words was negatively associated with proximal parental outcomes during the medical visit. Parents caring for a sick child may experience higher stress levels and show increased fluctuations in positive and negative affective states (Rö cke, Li, & Smith, 2009) . Actively regulating such emotions requires substantial effort from the parents that may exhaust their self-regulatory capacities, and increase their tendency toward maladaptive behaviors (Ryan & Deci, 2008; Tice, Baumeister, Shmueli, & Muraven, 2007) . Positive affective states are known to counteract such depleting effects. In fact, they exert stress-buffering functions by undoing the harmful effects caused by negative emotions, preventing further distress and helping to generate personal resources in the longer term (Garland et al., 2010) . Consequently, it is important that pediatricians are aware of the fact that how they communicate during the medical interaction may harm parents unintentionally. Thus, they may want to pay extra attention to their communication behavior and choose words that are rather neutral or of positive valence, and thereby contribute to positive affect that can help parents under stress recover faster (Fredrickson, Mancuso, Branigan, & Tugade, 2000) . In addition, our findings are also relevant for teaching physicians' communication skills, and thus, this issue of word choice, especially negative-word use, could be touched upon in medical training. The following example will help illustrate the implications of our findings: A parent goes with her 7-year-old daughter to the pediatrician for a routine well-child visit. During the exam, the pediatrician finds out that the child has a body mass index (BMI) at one of the last percentiles. She tells the parent the following: "Oh, your daughter is obese. This is really bad, as this condition can be dangerous for her in the long run. Let's see together what we can do to reduce and eliminate her overweight." Instead, and to minimize negative language, the pediatrician could say, "Oh, your daughter is at the upper end of the BMI scale, which means that she has gained a lot of weight. This is an issue that we need to address, in order for her to maintain good health in the future. Lets' see together what we can do to bring her back to the normal range."
In this study, we observed pediatricians' negativeword use and parents' affect and satisfaction occurring in real pediatric consultations, thus obtaining a snapshot of the interactional dynamic occurring between physicians and parents. This is an extension of the existing literature that mainly focused on adult patients undergoing medical procedures (H€ auser et al., 2012) . Furthermore, and to complement research on general communication styles, we used a microanalytical approach providing insight into physicians' negative-word use during the medical visit. Several shortcomings need to be acknowledged as well. First, our correlational design does not allow causal inferences because we did not systematically manipulate physicians' negative-word use. Caution needs to be addressed as well with regards to the interpretation of our data, as we did not assess change of parents' mood over the course of the medical consultation. While we assume that pediatricians' negative word use did change parental mood throughout the consultation, reverse causation is also possible in that parents' mood state at the beginning of the consultation may have led to increases of pediatricians' negative word use or an unmeasured third variable may have influenced both, word use and parents' affect. Second, we focused on individual negative words without embedding them into their context. Thus, it is not possible to determine whether our effects vary depending on the specific framing of the sentence. Negative words embedded in negatively framed communication may have a stronger impact compared with negative words in positively framed communication (Burgers et al., 2012) . Third, the role of the child was not taken in consideration in our study. The child has an important role in the communication process as well as on the content of the interaction (Tates & Meeuwesen, 2001) , and because of this shortcoming, our study fails to reflect the full interactional dynamic that is distinct to the pediatric context. Ultimately, we acknowledge that work experience may play a role in the relationship between pediatricians' negative word use and parental satisfaction. We did not include it as a covariate, however, as it was unevenly distributed and we wanted to avoid biased parameter estimates that would render interpretation difficult.
For future research, controlled experiments, preferably in the field in which the valence of pediatricians' vocabulary is systematically manipulated, would complement our method and allow testing causal relationships between physicians' negative-word use and diverse outcomes. Furthermore, we recommend exploration of physicians' negative-word use in specific pediatric settings, for example, in pediatric cancer care (Vrijmoet-Wiersma et al., 2008) or situations of badnews delivery (Fallowfield & Jenkins, 2003; Harrison & Walling, 2010) , as such contexts may differentially affect parents' perceptions and affective experiences. Physician and patient characteristics (e.g., gender, education, personality traits) may exert a moderating role as well, and such effects should be considered in future studies. Ultimately, more research is needed on the conditions on which negative-word use depends and to better disentangle the role of linguistic variables in the context of health communication. This would help to elaborate empirically founded guidelines that address specific issues concerning the use of negative words during medical consultations.
In sum, this study provides evidence for the importance of physicians' communication skills; how talk is formulated during the medical encounter may have positive or negative influences on individuals in need of care. Especially, using words with negative emotional content may adversely relate to patients' perceptions and affect during the medical encounter. Thus, it is important for physicians to be aware of those aspects that may foster positive patient outcomes, and this includes their word choice as well.
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